drainage of lesions is ineffective in curing the root cause of the problem, and persistence or worsening is the rule over time. Complete surgical resection followed by local flap or skin graft closure is possible, curative and most often successful, at the cost of a unsurprisingly high number of self limited wound complications. Urologists should endeavor to fix instead of merely manage this difficult problem.
INTRODUCTION AND OBJECTIVES: Recto-urinary fistula (RUF) is a rare complication following pelvic surgery, radiation or trauma. We report our experience using a perineal approach with a cremasteric myocutaneous interposition flap (CIF) for the treatment of symptomatic RUF and sought to compare their outcomes with patients undergoing repair with other interpositions.
METHODS: We identified all patients undergoing RUF repair at a single institution from January 2001 to June 2014. Demographics, fistula etiology, surgical approach and outcomes were reviewed. Successful RUF repair was defined based on a post-operative voiding cystourethrogram without evidence of contrast extravasation.
RESULTS: 26 patients underwent RUF repair by a single surgeon at our institution. All patients underwent colonic diversion prior to repair. Initial repair was performed at the median age of 63 (21-83) years using a cremasteric interposition flap (CIF) in 12 patients, gracilis interposition flap (GIF) in 13 and a rectus myocutaneos flap (RMF) in one. Median follow-up was 8.8 (1-44) months. Fistulas were categorized as complex where radiation therapy, salvage cryoablation or APR was performed (69.2%), and simple when they occurred in the setting of radical prostatectomy, hemorrhoidectomy or trauma (30.8%). Pre-repair hyperbaric oxygen was performed in 57.7% of patients and was not associated with improved success in initial closure for either complex or simple fistulas (p¼0.16, 0.69). In the CIF group, 9 (75%) patients failed the initial repair with 2 subsequently undergoing successful second CIF, 4 with successful subsequent GIF and 2 lost to follow-up. One patient failed a repeat CIF. The majority of patients (88%) who failed initial repair with CIF had radiation-induced fistulas, whereas only 33% of patients with a successful initial repair had prior radiation exposure (p¼0.12). In the GIF group, 11(84.6%) had successful repair with initial surgery. Initial repair of simple fistulas was more successful than complex fistulas (p¼0.04). The use of GIF or rectus myocutaneous flap resulted in improved success in complex fistula repair as compared to CIF (p¼0.004). There was no difference seen in success of simple fistula repair when comparing GIF and CIF (p¼0.17).
CONCLUSIONS: Perineal repair of RUF using CIF is a novel approach with potentially less morbidity than larger muscle interposition flaps. However, the CIF is less effective in complex fistulas and thus should only be considered in patients with simple fistulas. For complex fistulas, a more vascularized flap such as GIF or rectus myocutaneous flap is effective.
Source of Funding: none

MP79-08 UPDATED OUTCOMES OF EARLY ENDOSCOPIC REALIGNMENT FOR PELVIC FRACTURE URETHRAL INJURIES AT A LEVEL 1 TRAUMA CENTER
Paul H Chung*, Hunter Wessells, Bryan B Voelzke, Seattle, WA INTRODUCTION AND OBJECTIVES: The initial management of pelvic fracture urethral injuries (PFUI) with early endoscopic realignment (EER) versus suprapubic tube (SPT) placement is controversial. At our institution, early endoscopic realignment (EER) is performed for all patients who undergo pelvic fracture repair. In our initial analysis from 2011, we evaluated 19 patients and reported a 21% success rate for EER. We sought to update our experience with EER following PFUI.
METHODS: A retrospective review was performed of patients treated at our level 1 trauma center with EER for PFUI secondary to blunt pelvic trauma. EER was performed with a retrograde or a combined antegrade/retrograde approach with a cystoscope through the SPT tract. Failures of EER were defined as requiring a secondary procedure, permanent SPT management, or lost to follow up (LTF). Treatment success was defined as no secondary procedure or the ability to pass a cystoscope across the area of injury or surgical anastomosis.
RESULTS: Thirty patients underwent EER at our institution between 2004-2016 with a mean follow up of 27 months (range 0-105). Mean time to realignment was 2 days (range 0-6). Delayed EER was scheduled with another surgical service in 22 patients (81%). Average operative time for EER was 46 minutes (range 6-100). No patient experienced complications from endoscopic realignment (i.e. pelvic abscess or orthopedic hardware infection). The catheter was removed on average 35 days (range 12-98) after EER. 26 patients (87%) returned with obstructive voiding symptoms (mean 27 days, range 2-109) requiring delayed surgical treatment and 1 patient was LTF. Using an intent-to-treat analysis, 27 patients (90%) failed EER (Figure) . 15 patients underwent primary urethroplasty with 100% success. 2 patients elected permanent SPT management. 9 patients underwent primary endoscopic management with dilation or DVIU with 22% success (2/9). Of the 7 patients who failed endoscopic management, 6 patients underwent urethroplasty with 100% success and 1 patient was LTF.
CONCLUSIONS: Our updated overall success rate for EER was 10%. The low long term success rates of EER should be balanced with potential benefits such as decreased orthopedic hardware infection after SPT removal and improved alignment in the case a subsequent urethroplasty is required.
Source of Funding: None
MP79-09 TITLE: ROBOT ASSISTED PENILE INVERSION VAGINOPLASTY A DESCRIPTION OF A NOVEL TECHNIQUE
Brenton Armstrong*, Aaron Weinberg, NEW YORK, NY; Kiranpreet Khurana, cleveland, OH; Jamie Levine, Lee Zhao, NEW YORK, NY INTRODUCTION AND OBJECTIVES: Gender confirmation surgery represents an essential component in the management of gender identity disorder. The perineal dissection and creation of the neovaginal canal is the most challenging aspect of the penile inversion vaginoplasty (PiV) and poor visualization can lead to surgical complications. An incomplete dissection also results in a foreshortened neovagina, increased risk for vaginal stenosis and need for excessive postoperative dilations. Here we present the results of our first 15 patients performed at our intuition utilizing our robot assisted PiV (RAPiV). Vol. 197, No. 4S, Supplement, Monday, May 15, 2017 THE JOURNAL OF UROLOGY â e1075 METHODS: 15 transgender patients who were already living as females presented to our institution from 1/2016 to 10/2016, and underwent our previously defined RAPiV. Briefly, the RAPiv is performed in the low lithotomy position and the penis is degloved through a circumcision incision. An additional perineal incision is made to the bulbar urethra. The dissected penis, urethra, neurovascular bundle, glans and corpora are delivered through the perineal incision ( Figure  1a ). We spare the dorsal aspect of the tunica of the corpora cavernosa to reduce risk of glans necrosis. Four robotic ports were placed and the abdomen was insufflated (1b) and robot docked. Denonviller's fascia is opened (1c) and the abdominal dissection is continued to the peritoneal one (1d), the neovagina is passed into robotic field (1e) and pexed to the anterior reflection of the posterior peritoneum (1f). The peritoneal reflection is then closed (1g). We then complete the labioplasty and clitoroplasty.
RESULTS: The average operative time for RAPiV was 5.8 hours (5-7), 8/15 (53%) required mobilization of additional tissue flaps (4/15, 27%) or underwent concomitant abdominoplasty and skin graft harvest (4/15 27%) to supplement penile skin. EBL was 386cc (100-600) and LOS was 3.7 (2-6). Average postoperative vaginal depth was 11.3cm (10.2-12.7). Two patients had complications, 1 dehiscence of labioplasty treated with conservative therapy and 1 had loss of neovagina depth and distal urethral stenosis secondary to wound infection requiring debridement. CONCLUSIONS: We have performed 15 cases utilizing our novel method for robot assisted penile inversion vaginoplasty. Under direct visualization the neovaginal canal is created. This technique achieves maximal vaginal length in a reproducible manner.
Source of Funding: None
MP79-10 URINARY-CUTANEOUS FISTULAE: A RARE BUT MORBID COMPLICATION OF NON-OPERATIVELY MANAGED EXTRAPERITONEAL BLADDER RUPTURES
Niels Johnsen, Rachel Sosland*, Jason Young, Joshua Cohn, W. Stuart Reynolds, Melissa Kaufman, Doug Milam, Oscar Guillamondegui, Roger Dmochowski, Nashville, TN INTRODUCTION AND OBJECTIVES: Non-operative management of uncomplicated traumatic extraperitoneal (EP) bladder ruptures has become the standard of care. However, a number of these patients still develop significant complications. We sought to evaluate our experience with urinary-cutaneous fistulae (UCF) in conservatively managed EP rupture patients.
METHODS: Review of our institutional trauma registry identified all patients admitted with blunt-trauma EP bladder ruptures from 2000 to 2014. Patients with concomitant urethral, bladder neck, or ureteral injuries were excluded. All patients who underwent primary management with catheter drainage alone were included in the analysis. Patient characteristics, urologic complications (specifically UCF) and management strategies were evaluated. RESULTS: 162 traumatic bladder injuries were identified during the study period. 96/162 (59%) of these bladder injuries were classified as EP. 56/96 (58%) of EP ruptures were managed conservatively with catheter drainage, of which 10 (18%) developed major urologic complications (Clavien Dindo-Grade III), with 6/10 (60%) developing UCF (6/56 [11%]). Of the patients with UCF, mean age was 47.9 years with 50% of patients female. All injuries were a result of motor vehicle accidents, with a mean injury severity score at presentation of 43.7. Four patients (66.7%) underwent non-urologic operations without cystorrhaphy at presentation, while one was taken to the operating room for cystoscopy and catheter placement alone. Mean time to diagnosis of EP rupture was three days, while mean time to diagnosis of UCF was 13.5 days. Two patients developed UCF to the perineum, while four were to the medial aspect of the thigh. One patient died without resolution of her fistula. Of the remaining five, all subsequently required operative repair for fistula resolution, with none healing spontaneously. Mean time to repair from diagnosis was 30 days (range 2 to 106). One patient required a second operation after fistula recurrence. Mean time to resolution from initial diagnosis for all patients was 90 days.
CONCLUSIONS: UCF are an underreported but significantly morbid complication of non-operative management of EP bladder ruptures. Though our numbers preclude the ability to analyze specific predictors of UCF, the occurrence of UCF following non-operative management of EP bladder rupture should prompt surgical intervention given the potential for prolonged convalescence and low likelihood of spontaneous resolution.
Source of Funding: None
MP79-11 COMPARISON OF OUTCOMES BETWEEN ULNAR AND RADIAL FREE FLAPS FOR NEOPHALLUS CONSTRUCTION
Katherine Smentkowski*, Norfolk, VA; Jack Zuckerman, San Diego, CA; Oscar Suarez Fernadez de Lara, Monterrey, Mexico; David Gilbert, Ramon Virasoro, Jessica Delong, Jeremy Tonkin, Kurt McCammon, Norfolk, VA INTRODUCTION AND OBJECTIVES: Forearm free flaps are a well-known modality for total phallic reconstruction. Both ulnar and radial artery flaps have been described, however there is a paucity of literature comparing outcomes between these two methods.
METHODS: A retrospective chart review was performed using 64 patients (65 total phalloplasties) who met inclusion criteria. All procedures were performed at our institution between 1983 and 2015. Demographics were compared using student's T-test (age) and Fisher's exact test (all other demographic variables). Outcomes were compared using Fisher's exact test to investigate for statistically significant differences in stricture rate, fistula rate and flap loss for ulnar vs. radial free flaps.
RESULTS: Of the 65 procedures performed, there were 7 flap losses, 26 fistulas and 27 strictures. Mean follow-up was 78 months (range 0.4-395). One patient who experienced radial flap loss went on to have a successful ulnar flap neophallus created. No statistical demographical difference existed between the two groups. Of the 58 successful procedures, there was a statistically significant difference (p ¼ <0.01) in the number of fistula formations, with ulnar flaps being superior to radial flaps. Ulnar flaps also showed a trend towards decreased stricture formation, but this failed to reach significance (p¼0.059). There was no difference in the number of flap losses between the ulnar and radial groups (4 vs. 3 respectively, p¼1.0). CONCLUSIONS: Ulnar forearm free flaps are associated with a significantly decreased fistula rate when compared to radial free flaps. There was also a trend towards decreased urethral stricture rate, however this failed to reach significance. There was no difference in flap loss between the two groups.
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